Summary
The introduction of insulin produced a rapid improvement in the maternal prognosis in pregnancy associated with diabetes mellitus. Within years, maternal mortality fell from 50% and has become a rarity. Improvement in fetal survival was less dramatic until the work of Pedersen (1952) ; Peel and Oakley (1950) and White (1949) demonstrated that with determined antenatal control of diabetes the fetal outcome was greatly improved. Further improvement in the care of the fetus of the pregnant diabetic with fetal monitoring, both ante-and intra-partum, together with modern neonatal expertise, has brought the perinatal and neonatal morbidity and mortality for this group of patients close to that of the non-diabetic. An account is given of the author's present day practice in this group of patients.
The diagnosis of diabetes in pregnancy
Two groups of patients are recognized. (1) Those in whom the disease has been diagnosed before pregnancy and is being treated with insulin, rarely with oral hypoglycaemic agents or diet alone.
(2) Those with gestational diabetes, i.e. diabetes diagnosed during pregnancy.
Complicated subclassifications such as those suggested by White (1949) Attention to diet may be required and finally unfavourable factors determined, e.g. retinopathy (which rarely is of obstetric importance), nephropathy or hypertension (which are of serious import).
The patient is taught to test her urine for sugar and acetone 4 times daily and to record it. She has the object of management carefully explained; most patients will take a lively interest and great pride in their control. They must know that at any time advice is available from, or they may admit themselves to, the antenatal ward.
The patient is seen at 3-weekly intervals throughout pregnancy, ideally in a joint clinic with a physician and obstetrician, or failing this by an obstetrician with a special interest and training in the care of pregnant diabetics.
Final admission for accurate stabilization is at 32 weeks but earlier if control has been poor. After 32 weeks, once control is well established, weekend leave is usually allowed. The freedom with which out-patient management is permitted is governed largely by the stability of the patient's control and the distance from her home to the hospital.
The insulin regime
A twice daily injection of a mixture of soluble and isophane insulin is used. A rough guide to the starting dose at 32 weeks is as follows: Determine the total number of units of insulin administered per day before admission and add 25%. The total dose is divided into 2, giving half at 6.00 a.m. and half at 6.00 p.m. and of each dose one third should be as soluble and two thirds as isophane.
As a working rule, soluble insulin controls the blood glucose for the first 6 hr and isophane 6 to 12hr after injection. Blood With impeccable control of maternal diabetes, fetal problems will be rare, but in less well controlled cases the following problems may occur requiring special and intensive care facilities: hypoglycaemia; respiratory difficulty including respiratory distress syndrome; jaundice; hypocalcaemia. Amongst diabetic mothers, the commonest cause of fetal loss is early and mid-trimester abortion and fetal malformation.
In summary, meticulous attention to the antenatal management of diabetes, antenatal and intra-partum fetal monitoring with excellent neonatal care will produce exemplary results. However, most important of all is a careful understanding by the patient of the discipline and demands to be made on her. Success depends largely on the obstetrician's ability to convince her of the necessity of such discipline in her infant's interest.
